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Abstract  SA Fam Pract 2010;52(2):142-148
Background: Statistics around the world show a rapid increase in HIV infection in the older population. Many older 
women remain sexually active and are therefore exposed to heterosexual transmission of HIV infection. Older women are 
most likely considered respected opinion leaders within the families and communities and are likely to influence others’ 
attitudes and behaviours. An increase in knowledge through information plays a fundamental role and is a prerequisite for 
behavioural change that may prevent new HIV infections. The purpose of the current study was to assess the knowledge 
and misconceptions regarding the spread and prevention of HIV in older women attending the Tshwane District Hospital 
(TDH) in South Africa. 
Methods: A prospective cross-sectional study of 100 women, aged 50 to 80 years, attending the TDH out-patient 
section during November and December 2006 was done. The levels of knowledge were determined by using a directed 
questionnaire.
Results: Eight per cent of the participants answered all the questions correctly, showing knowledge gaps in the remaining 
92% (95% confidence interval: 86.7%–97.3%). Many participants were unaware of the protective effects of condom use, 
especially female condoms, and of HIV spread by anal transmission, the sharing of needles and blood transfusion. Three 
or more misconceptions were present in 48% of the participants, such as HIV spread by casual contact, the sharing of 
personal items, air-borne infection, mosquito bites, HIV testing and AIDS prevention or cure by traditional medicines or 
alternatives. Sixty-two per cent of the older women were found to have adequate knowledge (95% confidence interval: 
52%–71.5%), knowing the basic concepts regarding HIV transmission.
Conclusion: There is a significant need for HIV-related preventive health education in older women, not only to decrease 
potential high-risk behaviours, but also to reduce unnecessary feelings of anxiety and misconceptions. Family physicians, 
due to their unique role, might be able to use the present study in their practices in order to optimise the planning and 
structuring of awareness interventions and prevention programmes.
  Peer reviewed. (Submitted:2009-05-27, Accepted:2009-09-21). © SAAFP  
Introduction 
Sub-Saharan Africa has approximately 70% of the global 
total of world’s HIV-infected people.1 South Africa (SA) has 
the world’s highest number of HIV-infected people, with 
11 to 20% of adults being infected, and 1  600 new HIV 
infections occurring each day.1,2 The HIV epidemic has 
caused a significant increase in morbidity and mortality in 
SA with long-term bio-psychosocial impacts.
In past decades, HIV infection was considered to be mainly 
a disease of young people. However, statistics around the 
world show a rapid increase in HIV infection in the older 
population.3−6 In a Zimbabwean study, 67% of middle-
aged and older women attending out-patient clinics were 
found to be HIV positive.7 The HIV Household Survey 2005, 
conducted in Cape Town, reported a 5.8% prevalence of 
HIV in the population of people aged 50 years and older.8 
The high prevalence of HIV infection among older South 
Africans calls for the development of targeted interventions 
for this group. However, there has been little visible 
commitment to reducing HIV infection in older people.9 
The assumption that older women are not sexually active 
and therefore at less risk of contracting HIV infection may 
account for the lack of AIDS prevention programmes for 
this population.9 However, many older women remain 
sexually active and are therefore exposed to heterosexual 
transmission, which is the predominant mode of HIV spread 
in this group.10,11 In such relations, the woman’s risk is nine 
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times greater than that of her male partner.12 Furthermore, 
older women have a greater susceptibility to contract 
HIV infection due to the physical changes of menopause, 
such as vaginal dryness and thinning of the vaginal walls, 
leading to increased abrasions during unprotected sex. 
The progression from HIV to AIDS is also faster in the older 
population.13
It is important to regulate exposure to HIV within marriage, 
where much of the heterosexual transmission occurs.14 
Most married middle- and older-aged women do not 
consider themselves at risk of acquiring HIV from their 
husbands.15,16 However, they may be in a relationship with 
a partner involved in high-risk sexual behaviour without 
their knowledge.17 Over two million HIV-positive people in 
South Africa seem to be unaware or uncaring of their risk 
of potentially infecting others.8 Studies show that 47% 
of men in KwaZulu-Natal and 53% of Nigerian men have 
multiple sexual partners.18,19 Furthermore, older women are 
reported to be unable to confront their husbands regarding 
extramarital affairs.4 They do not have equal bargaining 
power to negotiate safe sex with their married or long-term 
partner. Gender inequalities and women’s lack of choice 
regarding sexual practices and encounters are further 
issues that predispose them to HIV infection.4,20 
Among the other challenges in implementing HIV-prevention 
interventions are pervasive HIV-related misconceptions 
such as those regarding HIV spread through casual and 
non-invasive contact with HIV-positive people.2,21−24 
These misconceptions have caused fear and AIDS-
related stigmatisation, discrimination, isolation and the 
abandonment of HIV-positive family members.25 They may 
prevent people from making informed choices regarding HIV 
testing.22 However, few collective efforts have been made to 
identify and reduce such misconceptions, especially among 
older women.2  
Knowledge of the modes of HIV transmission is essential 
to preventing AIDS.22 UNAIDS reported that an increase 
in knowledge through information is a prerequisite for 
behavioural change to prevent new HIV infections.26 In 
the USA, a randomised clinical trial evaluated an HIV-
risk-reduction intervention on 102 women, based on the 
information, motivational and behavioural skills model. 
Follow-up and post-intervention data showed that the 
enhancement of participants’ knowledge regarding HIV 
transmission strengthened risk-reduction intentions as 
compared to controls.10 
While knowledge levels in older women regarding HIV 
transmission vary among different populations, most of the 
literature indicates that older women have less knowledge 
compared to their younger counterparts.3,27−30 According to 
a 2005 survey in South Africa, people aged 50 and older 
are less aware of national HIV campaigns and programmes 
and have generally poorer knowledge of key aspects of HIV 
prevention compared to the younger population.8
Older women are most likely considered respected opinion 
leaders within the families and communities and are likely 
to influence others’ attitudes and behaviours.31 In the 
South African context, a great number of AIDS orphans are 
being cared for by their grandmothers. Older women are 
also caregivers of their own adult children and other family 
members living with AIDS.32 Caregivers should have no 
misconceptions if they are to provide effective care.
The aim of this study was to assess the knowledge of 
older women regarding HIV spread and prevention and to 
identify areas of deficient knowledge and misconceptions 
that might be used in the planning of and assisting with 
structuring prevention programmes. 
Methodology
Setting and subjects
A prospective study of 100 women aged 50 to 80 years, 
attending the Tshwane District Hospital (TDH) out-patient 
section during November and December 2006 was done. 
This out-patient section provides primary health care 
services to the patients living in the central and eastern 
suburbs of Tshwane.  
The sample size was calculated by nQuery version 4. 
This sample size was required to obtain a two-sided 
95% confidence interval (CI) for the proportion of women 
with adequate knowledge. The sample was collected by 
systematic sampling on Monday to Friday of each week. 
The administration clerk of the out-patient section of the 
hospital compiled a list of all women from 50 to 80 years of 
age, according to their time of arrival. Every third patient was 
invited to participate in the study. Older female patients who 
were willing and able to complete the study questionnaire 
were included. Patients who were unable to complete the 
study questionnaire due to mental incompetence or severe 
physical illness were excluded from this study. Patients 
who declined to participate were not included and the next 
scheduled number was selected. Two women refused to 
participate. They did not give any reason for refusal.
Ethical considerations
The study was approved by the University of Pretoria’s 
Research and Ethics Committee. All the requirements of 
this committee were fulfilled, including those with regard to 
informed consent, anonymity and confidentiality. Patients 
were interviewed during the waiting periods before seeing a 
doctor to avoid delaying them due to this research project. 
There was no risk or direct benefit involved. However, the 
correct answers were given to the participants at the end 
of session. 
Original Research: Knowledge of and misconceptions about the spread and prevention of HIV infection Original Research: Knowledge of and misconceptions about the spread and prevention of HIV infection
144 Vol 52 No 2SA Fam Pract 2010
Data collection 
Data was collected using an interviewer-administered 
questionnaire. The validity of the results was increased 
through the interviewer’s being able to clarify questions and 
answers. The interviews were conducted in separate rooms 
by a medical doctor supervising the research, and research 
assistants (nursing students). In order to ensure consistency, 
the research assistants received training in the application 
of the questionnaire, interviewing and communication 
techniques and issues of confidentiality. The language used 
for the questionnaire was English. The research assistants 
were capable of speaking the local languages and were 
able to clarify and translate when language barriers were 
encountered. 
The questionnaire was designed by reviewing previous 
national and international studies. Most of the questions 
were taken from a similar American study on older women 
in order to compare the results.6 The questionnaire was 
finalised by the team of family physicians working in this 
field. The questionnaire was piloted with 20 women to 
exclude ambiguous questions. The questionnaire contained 
14 closed questions. These questions tested patient 
knowledge and misconceptions regarding HIV transmission 
and prevention. The patients were asked about HIV 
transmission by vaginal and anal sexual intercourse. Other 
questions included the chance of increased HIV transmission 
by having multiple sexual partners and protection through 
the use of male and female condoms. Questions regarding 
non-sexual transmission were related to touching, kissing 
(without mixing bodily secretions), sharing needles for 
injections and receiving non-screened blood transfusions. 
Questions regarding misconceptions concerned HIV spread 
by touching and sharing personal items such as utensils, 
clothes, hair brushes and shoes. In addition, questions on 
HIV spread by sharing a room with a patient without sexual 
contact and through mosquito bites, and its transmission 
by a blood test using standard precautions were asked. 
The belief that traditional medicines or alternatives such 
as herbs, garlic and African potatoes can protect from 
acquiring HIV infection was also examined.
The participants were given the choices ‘yes’, ‘no’ and 
‘do not know’. Knowledge levels were determined by the 
number of correct answers. Each correct response was 
marked as one. Incorrect or do-not-know responses were 
marked as zero. A total of ten or more correct responses 
out of fourteen was categorised as adequate knowledge. 
Knowledge levels were calculated as percentages of 
correct responses out of the total of 14 questions. Validity 
and reliability checks were done.
Data analysis
Univariate statistical analysis was done. The Intercooled 
Stata 8.1 (Intercooled for Windows; STATA Corp, College 
Station, Tex; 2003) statistical package was used.  
The total score of each participant as well as the responses 
to the individual questions were summarised using 
frequencies, percentages and graphs. The total score over 
the 14 knowledge questions was used to dichotomise the 
subjects as to whether they had adequate or inadequate 
knowledge. The proportion of women with adequate 
knowledge was estimated along with a 95% CI. Fisher’s 
exact testing was used for the data analysis to determine any 
significant knowledge differences for different demographic 
groups. Testing was at the 0.05 level of significance.
Results 
Of the 100 patients studied, 57% were 50 to 59 years old, 
compared to 43% that were 60 to 80 years old. The majority 
of the patients were black (59%); the remainder being white 
(36%) and of other racial groups (5%).
Sixty-two per cent of the older women were found to have 
adequate knowledge (95% CI: 52%–71.5%). Eight per cent 
of the participants answered all the questions correctly, 
showing knowledge gaps in the remaining 92% (95% CI: 
86.7%–97.3%). Various knowledge levels of the participants, 
as calculated by the correct responses out of the total of 14 
questions, are shown in Table 1. The minimum knowledge 
level was 21.4% (three correct responses), found in one 
participant. The knowledge levels of the majority of the 
participants were between 64.28% (nine correct responses) 
and 92.85% (thirteen correct responses), as shown in Table 1. 
Data were analysed to determine whether the demographic 
variables, such as prior education level, age group and race, 
influenced the knowledge level, as shown in Table II. 
Women with higher education were found to have significantly 
more knowledge compared to their counterparts with no 
education or only primary education (p < 0.001; 80.4% 
vs 42.9%; 95% CI: 19.9%–55.2%). A comparison of the 
knowledge levels of women in the 50 to 60-years age group 
with the 61 to 80-year age group showed no statistically 
significant difference (p = 0.128; 68.4% vs 53.5%; 95% CI: 
-4.2%–31.4%). There was no statistical difference in the 
overall knowledge among the different races (p = 0.081; 
72.2% vs 54.2%; 95% CI: -1.4%–37.4%). 
Table I: Knowledge levels of older female participants
Total n = 100 1 4 6 2 5 6 14 16 10 15 13 8
Knowledge level (percentage) 21.42 28.57 35.71 42.85 50 57.14 64.28 71.42 78.57 85.71 92.85 100
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Incorrect responses were examined to highlight areas 
with knowledge gaps. Figure 1 shows the total number 
of incorrect responses regarding sexual and non-sexual 
interactions.
The main area of deficient knowledge regarding sexual 
transmission was the use of female condoms (37% 
incorrect responses; 95% CI: 27.5%–46.5%). A significant 
number of participants did not know about the anal mode 
of HIV transmission and protection from it by using male 
condoms. Regarding non-sexual transmission, the major 
misunderstanding was about HIV spread by kissing without 
the mixing of bodily secretions (33% incorrect responses; 
95% CI: 23.8%–42.2%). 
Figure 2 depicts the number of participants that had 
misconceptions. 
Thirty-five per cent of the participants (95% CI: 27.5%–
44.3%) thought that HIV infection could spread by sharing a 
room with an HIV-positive patient without any kind of sexual 
contact. Twenty-seven per cent (95% CI: 18.3%–35.7%) 
had the misconception that HIV could be spread by sharing 
Table II: The relationship between HIV-related 






























































































Figure 2: Misconceptions regarding HIV transmission
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personal items such as utensils, clothes, hair brushes and 
shoes. Half of the participants (49%; 95% CI: 48.8%–
61.1%) thought that HIV transmission could be prevented 
by the use of traditional medicines or alternatives. The 
majority (74%; 95% CI: 27.5%–46.5%) of the participants 
had a fear that they could acquire HIV if a mosquito bit them 
after biting an HIV-positive patient. More than half of the 
participants were not in favour of an HIV-screening test due 
to the misconception that they might acquire the infection 
by this test.
The effect of socio-demographic factors on HIV-related 
misconceptions is shown in the Table III. This comparison is 
based on six out of the total of fourteen questions regarding 
misconceptions, as highlighted in Figure 2. 
Eighty-six per cent of the participants had at least one 
misconception; however, 48% had as many as three or 
more misconceptions. As shown in Table II, there was a 
significant difference in HIV-related misconceptions in 
different races, previous education levels and in the groups 
according to their self-rating about HIV knowledge. 
Discussion 
The knowledge and attitudes of older people regarding HIV 
transmission are important not only to protect themselves 
but also to influence the younger population, being opinion 
leaders in families.31 It was expected that, due to the high 
prevalence of HIV in Africa, South African older women 
would be more knowledgeable of HIV transmission than 
would women in American studies.1 However, it was found 
that knowledge levels in this study were lower than those 
found in several American studies. In an American study on 
women aged 50 years and older, 59% of the participants 
answered 90% of the questions correctly compared to only 
21% of the participants who achieved 90% or more correct 
responses in this study.3 In another study on older African 
Americans (> 55 years), 80% of the participants were found 
to have adequate knowledge compared to 62% in the 
present study.9 However, in yet another American study, 
urban older women (aged 50 and older) demonstrated 
very little knowledge of HIV. The mean knowledge score 
found was 3.7 out of a possible nine correct answers.6 No 
similar African study was found in the literature to compare 
the knowledge levels of older female participants with the 
present study.
The poorer knowledge levels of South African participants 
may be related to the lower education levels of many of the 
participants. Higher education was associated with better 
knowledge of HIV.10 Significant differences in knowledge 
levels and misconceptions were observed among groups 
with differences in previous formal education, confirming 
the findings of other South African, Nigerian and American 
studies.2,6,33 A study in Botswana showed that people with 
no formal education were 10 times more likely to harbour 
misconceptions regarding HIV transmission and prevention 
than those who had a tertiary education.22 The black 
participants in the present study had significantly more 
misconceptions compared to their white counterparts. This 
may again be related to lower education; since black older 
women did not have equal opportunities to education as did 
their white counterparts. 
It is likely that there are several other factors influencing the 
knowledge levels in the study, such as social circles, media, 
newspaper exposure, life style and affiliation with libraries.6 
In more open societies people are able to discuss such 
issues more frequently, which leads to the improvement 
of knowledge levels, as compared to the situation in more 
conservative societies.
In SA, long-term marital relationships with husbands having 
multiple sexual partners and HIV sero-discordance in 
marriages are great challenges.14 There is a need for sound 
knowledge in these women, as less awareness is associated 
with a decreased risk perception.16 Many participants in this 
study were unaware of some of the major modes of HIV 
transmission, such as anal sex. 
The literature shows that older women, over the age of 
50, do not have sufficient information on the effectiveness 
of condoms to protect against HIV transmission, as also 
confirmed by the present study.6,7,9,27 A great number of 
participants in the present study were unaware of female 
condoms. There is a strong correlation between poor HIV 
knowledge and decreased condom use.7,16 Condom use 
increases with the awareness of its effectiveness against 
HIV.34 Gender inequalities and women’s lack of choice 
regarding sexual practices and encounters are other 
issues that predispose them to HIV.4,20 Female condoms 
were recognised as an alternative device that is helpful in 
situations of male domination.20 However, some women 
did not consider them enjoyable, or mentioned that their 
partners rejected it.34,35 The majority of the women found 
the device easy to use.35 Eighty-five per cent of women in 
the USA felt more in control of disease protection by using 
female condoms rather than by having their partners use 
male condoms.36
The misconceptions found in the present study are similar 
to those of other international studies. One third of the 
participants believed that HIV could be transmitted by kissing 
without any contact with bodily secretions, confirming 
the finding of an American study on older women.6 In an 
extensive study across four countries, namely Ethiopia, 
Zambia, Vietnam and Tanzania, there was a common fear 
that HIV could be transmitted through ordinary interactions. 
Examples were shaking hands, kissing on the cheek, sitting 
next to an HIV-positive patient, eating food prepared by 
an HIV-positive person, breathing infected air and using 
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objects, such as clothing, bedding or eating utensils, that 
have been touched by HIV-positive patients.21 In Thailand 
most of the older people overstated the risk of contracting 
HIV by casual contact through, for example,  sharing 
a meal, eating utensils or a room with an HIV-positive 
patient.31 The present study confirmed the presence of the 
abovementioned misconceptions among the older females 
at TDH. One-quarter of the participants in this study believed 
that HIV could be spread by sharing personal items such as 
utensils, clothes, hair brushes and shoes. Eighteen per cent 
of the participants in a South African National Household 
Survey 2002 (including all age groups), compared with 
35% of older female participants in the present study, were 
unwilling to sleep in the same room with someone with 
AIDS.37 A Cape Town study confirmed that participants with 
similar misconceptions showed repulsive attitudes towards 
AIDS patients.2 Such misconceptions have a severely 
negative impact on the lives of HIV-infected people, such 
as loss of marriage partner or job, discrimination and 
avoidance by family members, friends and the society as a 
whole.21 Older South African women often have the role of 
caretaker of their grandchildren, whose parents might have 
died due to AIDS. The presence of such misconceptions in 
this population group therefore presents a social dilemma.32
The fear of contracting HIV through highly unlikely routes 
may be due to a lack of specific, in-depth information on HIV 
transmission. Research illustrates that people try to apply 
the little information they receive to the reality of their daily 
lives, leading to incorrect conclusions about the risk posed 
by casual transmission. Because they know that TB is air-
borne, that diarrhoea is contracted through infected food or 
water and malaria through mosquitoes, people often reason 
that HIV might also be transmitted through these routes 
as well.21 In the current study, 74% of the participant as 
compared to 35.3% of women in a Nigerian study thought 
that the HIV could be transmitted by mosquito bites.33 
People with this belief are more likely to avoid AIDS patients 
with the fear that the same mosquito may bite them after 
biting such patient. In Vietnam, women aged 50 years and 
older believed that ideally their government should isolate 
HIV-positive patients on an island to live and work together 
in order to save the rest of population.21
The fear of isolation and stigmatisation prevents people 
from getting tested for HIV.21 In addition, more than half of 
the participants in the present study thought that they may 
acquire HIV infection during the process of testing for HIV.
Nearly half of the participants in the present study as 
compared to one-third of older participants in Thailand 
thought that traditional medicines or alternatives could 
protect them from acquiring HIV.31 It is possible that the 
people with such misconceptions may continue to be 
involved in risky behaviours because of their inadequate 
knowledge of HIV spread. There is a need to educate older 
women about HIV, both for their own protection and to 
alleviate anxiety regarding unnecessary misconceptions, in 
order to better support their roles as caregivers in society.
We did not find any definitive South African policy regarding 
the increase of HIV-related knowledge that specifically 
targets older women. Even a recent American study reported 
a gap in HIV research and a lack of national policies relating 
to HIV prevention in older African American women living in 
the USA.38
Limitations and biases
The design of the current study was cross-sectional; 
therefore, it did not permit predictive or causal interpretation 
of the findings. In addition, this study was limited to the 
urban population. The results of the study could, therefore, 
not be extrapolated to the general population. Eighty-five 
per cent of the participants in the present study had some 
formal school education. There might be a huge decrease 
in education level if a similar study is conducted in a rural 
community, meaning that there would be an even greater 
need for health education in those communities. Participant 
bias could not be excluded due to the sensitive nature of the 
questionnaire. However, reporter bias was reduced by prior 
training of the research assistants regarding interviewer-
administered questionnaires.
Conclusion and recommendations
It is evident from this study that older women could benefit 
from further information on HIV transmission and prevention. 
Attention should therefore be given to improving HIV-related 
information especially among less-educated black older 
women. The focus area of education should be the use of 
condoms and the particular benefits of female condoms. 
Special attention could be given to misconceptions 
regarding HIV transmission through casual contact or HIV 
testing. It is vital to dispel the myths surrounding traditional 
medicines or alternatives and protection from HIV infection.
Target patients could be educated in small interactive 
groups during waiting periods in the clinics. Retired health 
professionals or other educated and motivated jobless 
people could serve this purpose after formal training, at 
minimal cost. Public media education campaigns targeting 
the older population may improve HIV-related awareness in 
this group.38
Family physicians could play a major role in patient 
education regarding HIV health promotion, since the unique 
nature of the relationship between family physicians and 
their patients places them in the best position to understand 
their patients’ contexts.39 
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Family physicians are frequently involved in clinics, district 
hospitals and health systems in South Africa. They could 
participate in developing an organised network of older 
women and health care providers to improve HIV knowledge 
in older women.
The lack of effective, targeted HIV education and prevention 
strategies means that HIV infection among older women 
will continue. There is a need to draft policies at local 
and national level targeting older women. The findings of 
this study may be of benefit to the design of awareness 
interventions required to improve knowledge regarding the 
spread and prevention of and misconceptions about HIV.
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